visual stimulus deprivation in bilateral cases and variable squint in uniocular cases, although there is some evidence that the nystagmus may subside if very prompt surgical treatment is carried out.
Management of cataracts in childhood therefore depends on the etiology and the natural history and may be divided into specific and supportive measures. The specific treatment includes the refractive correction and the determination of the cause of the lens opacities, which leads on to genetic counselling, for a considerable proportion of cases which are developmental are also hereditary in origin. Where (Hull 1969) . In this series of 207 children one-third had rubella cataracts, this high incidence being due in large part to the interest in the rubella syndrome shown by the staff of this hospital. Nearly 20% had cataracts associated with mental retardation and/or perinatal asphyxia or low birth weight, while just over one-quarter had cataract as the sole abnormality or associated with other ocular disorders. Not all the children in this series were registered as blind or as partially sighted.
Despite the differences between these two series of children, due largely to the different methods of ascertainment, it is apparent that there are three major etiological factors in the development of cataract in childhood: genetic factors; rubella; and perinatal difficulties and prematurity.
Genetically determined cataracts in childhood may be divided into two groups, the larger where the cataract is an isolated finding, and the smaller where the cataract is associated with systemic abnormalities.
Isolated genetically determined cataract may be transmitted as an autosomal dominant, an autosomal recessive or an X-linked trait. Autosomal dominant cataract is by far the most common and many large pedigrees have been reported in the literature (Waardenburg et al. 1961 ). In the majority of families penetrance is complete and 50% of the children of an affected parent are themselves affected. Dr Winder and I have found occasional families with dominant cataract where affected members have reduced levels of galactokinase and galactose-1-phosphate uridyl transferase activities in the red blood cells. These observations need to be demonstrated in a larger number of families before reduced levels of these enzymes can be implicated in the etiology of cataract of early onset. Harley et al. (1974) found that some mothers of children with unexplained cataracts had low levels of galactokinase and/or transferase activity. It Cataracts in the rubella syndrome are more easily prevented than treated. Routine rubella immunization ofpre-nubile girls should eventually eliminate this important cause of cataract in childhood.
Cataracts associated with perinatal difficulties and/or prematurity are a group in which cooperation between pediatrician and ophthalmologist is required in order to determine the factors responsible for the lens changes. This group of children frequently have other abnormalities, particularly of the central nervous system and, ideally, all children with cataracts should undergo comprehensive assessment.
Cataracts in early childhood are a cause of visual handicap which can be reduced, once the major etiological factors have been identified. This reduction will occur only by active cooperation between paediatrician, biochemist and ophthalmologist, a cooperation which is at last occurring in a few centres in this country.
